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Attachment 4.18-A

State of Illinois
Co-Payments

A.  Hospitals

1.

w o~

~

Co-payment is required for all inpatient days with the exception of days of care providad children (individuals
through age 17), long-term care facility residents and pregnant women, including those post-partum women who have
given birth within the last sixty days.

The co-payment is a deduction from the hospital per diem.
The co-payment amount is determined as follows:

$325 per day or more $3.00 per day
Above 3275 but less than $325 per day $2.00 per day
$275 per day or less No co-payment

The co-payment amounts are automaticalty deducted from the Department’s per diem payment to the

hospital.

No provider may deny care or services on account of an individual’s inability to pay a co-payment. (This requirement,
however, does not extinguish the liability for payment of the co-payment.)

The exclusions for children and long-term care residents are enforced by MMIS edits using patient age and resident’s
information.

The hospital is required to identify days of care for pregnant women in coding the UB 892.

B.  Non-institutional providers

1.

07/02 2.

Effective for service dates beginning January 1, 2002, through June 30, 2002, a $1.00 co-payment will be assessed to
participants for each fee-for-service office visit to a physician, chiropractor, podiatrist or optometrist and for
prescription drugs (legend drugs) received through a pharmacy, with certain exceptions

Effective July 1. 2002, a co-payment will be assessed to participants for each fee-for-service visit based on the
following rate:
a. A $2.00 co-payment for each fee-for-service office visit to a chiropractor, podiatrist, optometrist, or physician.
b.__ A $3.00 co-payment for each brand name drug billed to the Department.
C. A $1.00 co-payment for generic legend drugs.
Except, no co-payment will be assessed for emergency services, as defined in 42 CFR 447.53(b¥4), or for pharmacy

products that are so identified in the Department’s point of sale system for pharmacies and listed in notices to
providers, available to the public on the Department’s Internet website.

3 Co-payments will not apply to persons residing in hospitals, nursing facilities, intermediate care facilities for
the mentally retarded, pregnant women (including a postpartum period of 60 days), children under age 19 years of
age, all noninstitutionalized individuals whose care is subsidized by the Department of Children and Family Services
or the Department of Corrections, and hospice patients. In addition, co-payments will not apply to residents of a
State-certified, State-licensed, or State-contracted residential care program where residents, as a condition of receiving
care in that program, are required to pay all of their income, except an authorized protected amount for personal use,
to the cost of their residential care program. For the purpose of this subsection, the protected amount shall be no
greater than the protected amount authorized for personal use by the Department.

4. Co-payments will not be assessed for serviceds paid by Medicare, family planning services, certain
medications, cancer chemotherapy, radiation therapy, renal dialysis treatment and over the counter drugs.

5. Except for those services and drugs excluded, the Department will automatically deduct the $3-00
appropriate co-payment from the provider.

6. No provider may deny services to an eligible individual due to the individual’s inability to pay the co-
payment. However, this does not remove the individual’s liability for the co-payment.

TN: 02-20 Approval Date Effective Date___7-01-02
Supersedes
TN: 02-13



State of Illinois

Attachment 4.18-C

Co-Payments
A Hospitals
1. Co-payment is required for all inpatient days with the exception of days of care provided children
(individuals through age 17), long-term care facility residents and pregnant women, including those post-
partum women who have given birth within the last sixty days.
2. The co-payment is a deduction from the hospital per diem.
3. The co-payment amount is determined as follows:
$325 per day or more $3.00 per day
Above $275 but less than $325 per day $2.00 per day
$275 per day or less No co-payment
4, The co-payment amounts are automatically deducted from the Department’s per diem payment to
the hospital.
5. No provider may deny care or services on account of an individual’s inability to pay a co-payment. (This
requirement, however, does not extinguish the liability for payment of the co-payment.)
6. The exclusions for children and long-term care residents are enforced by MMIS edits using patient age and
resident’s information.
7. The hospital is required to identify days of care for pregnant women in coding the UB 892.
B. Non-institutional providers

TN:02-20
Supersedes
TN: 02-13

1.

Effective for service dates beginning January 1, 2002, through June 30, 2002, a $1.00 co-payment will be
assessed to participants for each fee-for-service office visit to a physician, chiropractor, podiatrist or
optometrist and for prescription drugs (legend drugs) received through a pharmacy, with certain exceptions.
Effective July 1, 2002, a co-payment will be assessed to participants for each fee-for-service visit based on
the following rate:

a. A $2.00 co-payment for each fee-for-service office visit to a chiropractor, podiatrist, optometrist, or
physician,

b. A $3.00 co-payment for each brand name drug billed to the Department.

c. A $1.00 co-payment for generic legend drugs.

Except, no co-payment will be assessed for emergency services, as defined in 42 CFR 447.53(b)4), or for
pharmacy products that are so identified in the Department’s point of sale system for pharmacies and listed in
notices to providers, available to the public on the Department’s Internet website.

Co-payments will not apply to persons residing in hospitals, nursing facilities, intermediate care facilities for
the mentally retarded, pregnant women (including a postpartum period of 60 days), children under age 19
years of age, all noninstitutionalized individuals whose care is subsidized by the Department of Children and
Family Services or the Department of Corrections, and hospice patients. In addition, co-payments will not
apply to residents of a State-certified, State-licensed, or State-contracted residential care program where
residents, as a condition of receiving care in that program, are required to pay all of their income, except an
authorized protected amount for personal use, to the cost of their residential care program. For the purpose of
this subsection, the protected amount shall be no greater than the protected amount authorized for personal
use by the Department.

Co-payments will not be assessed for serviceds paid by Medicare, family planning services, certain
medications, cancer chemotherapy, radiation therapy, renal dialysis treatment and over the counter drugs.
Except for those services and drugs excluded, the Department will automatically deduct the $3-60
appropriate co-payment from the provider.

No provider may deny services to an eligible individual due to the individual’s inability to pay the co-
payment. However, this does not remove the individual’s liability for the co-payment.
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